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CHAPTER I
THE PROBLEM OF HYPERTENSION
High blood pressure, or hypertension, is one of the leading
causes of death in America today.^ The World Health Organization calls
2
high blood pressure a "widespread epidemic." This is because the
disease is more common today than ever before. The increase in the
incidence of hypertension can be understood in part as a product of
modern times. With the increase of technology man now has a greater
overall life span than he once did. With the prolonging of man's life
expectancy, he is more exposed to the diseases of old age, involving
the heart and blood vessels.
In the United States hypertension is a major contributing factor in
about 150,000 deaths and in many of the more than 1,500,000 heart attacks
and strokes that occur each year. It is estimated that some 23 million
people or about 15 percent to 20 percent of the adult population have
3
blood pressure that is considered high enough to require treatment.
According to the Health Information Service, hypertension is common in
^Health Information Service, Health Enemy No. 1 High Blood Pressure





both men and women, with a somewhat higher prevalence in men. Hyper¬
tension occurs in all age groups but generally it is more prevalent in
the middle years unless brought under control as age advances. The risk
of developing hypertension is higher in blacks than whites, especially
in the black female.^
The Purpose of the Study. The purpose of this study is to under¬
take an analysis of data on hypertension, hypertensive heart disease and
symptoms of psychological distress supplied by the National Survey of
Vital and Health Statistics. These data provide the most recent tabula¬
tions of the nationwide incidence of hypertension, hypertensive heart
disease and symptoms of psychological distress by race, sex, occupation,
and industry. In addition to describing the various patterns of incidence,
the analysis will also include an examination of the association between
the prevalence patterns of hypertension and hypertensive heart disease
and the prevalence patterns of symptoms of psychological distress.
Organization of Thesis. Chapter 11 will contain a review of the
previous literature on hypertension.
The data will be analyzed and described as to their sources and
methods of collection. Also a definition of the major concepts will
be given.
The actual analysis of the data will be presented in Chapter III
and Chapter IV will contain the conclusions of this study together with
the implications for future research.
^Ibid., pp. 4-5.
CHAPTER II
REVIEW OF THE LITERATURE
Definition. Hypertension is a disorder of the cardiac system
whereby the pressure of the blood in the arteries rises beyond the normal
levels: the elevated blood pressure results from the constriction of
millions of tiny blood vessels called arterioles. These smallest twigs
on the arterial tree carry the blood from the larger arteries to the
even smaller capillaries from which blood flows into the veins and back
to the heart. The shrinking of the arteries resists the flow of blood,
forcing pressure up in the arteries.^ Thus the heart must work harder
to push the blood through the blood vessels, and the pressure of the
blood rises in proportion to the work increase.
Approximately 85 percent of the cases with abnormally high blood
pressure are labeled or categorized as having "essential hypertension."
This description encompasses an amorphous group of cases with many things
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wrong, for which there is no apparent explanation. The various people
that are characterized by essential hypertension may have hearts that
are pumping too much blood or may have a normal heart output but nar¬
rowed blood vessels. Blood pressure readings for essential hypertension
range from a mild l4o/90 to a moderate reading of 160/95. In these
^C. Anthony D'Alonzo, A Handbook of Heart Disease, Blood Pressure
and Strokes (New York: Gulf Publishing Company, I960), p. 30.
2
Thedore Irvin, Watch Your Blood Pressure (New York: Public Affairs
Committee, Inc., 1972), p. 6.
3
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readings of blood pressure counts, the first number represents the sys¬
tolic pressure which is recorded while the heart is pumping, and the
second number is the diastolic pressure which is recorded between heart
beats.
The second type of hypertension most often observed is described
as secondary hypertension. Secondary hypertension may be attributed to
several specific organic causes, such as hardening of the arteries, kid¬
ney disease, or obstructions to kidney blood flow. Too much of an in¬
crease in the secretion of the hormone aldosterone may result in steeper
blood pressure because it promotes retention of salt and water by the
kidneys, thus tending to expand plasms volume.^ If treated in time, the
underlying causes of secondary hypertension can often be cured, unlike
essential hypertension where there is no known cure, though it can be
control led.
The third major classification of hypertension is the level of
severe and malignant hypertension. In a severe case of hypertension
the blood pressure reading may jump to 200/105. Some physicians have
2
reported blood pressure readings as high as 240/l40-150. When blood
pressure reaches this level it is considered malignant and is often fatal
unless vigorous treatment is provided.
Historical Background. Hypertension in the earlier period of his¬
tory was known to many as a disease of the blood. At that time, the





Chinese physicians many centuries ago observed a connection between a
high salt diet and high blood pressure. In the Yellow Emporer’s Classis
of Internal Medicine (2600 B.C.) the minister Ch'i Po wrote "if too
much salt is used in food, the pulse hardens, tears make their appear¬
ance and the complexion changes."^ The Chinese also concluded that
indeed the lack of temperance in eating and the emotions of joy and
2
anger, were also harmful and sometimes fatal. This phenomenon was
also observed later in the writings of Talmudic and Islamic teachers
wherein they stated that nothing is more harmful to an aged person than
3
a clever cook and a beautiful concubine.
In the Bible also there can be found many instances of paralysis
and sudden death, possibly from cerebral hemorrhage due in part from
the sudden wrath of God, to violence of emotion, exertion, overeating
4
and drunkenness. For many centuries, however, a fuller understanding
of hypertension was delayed for the lack of adequate tools for the
measurement of blood pressure. During the course of history the develop¬
ment of an adequate instrument for measuring blood pressure was in it¬
self a starting point for research.
William Harvey (1578-1657) was the first to describe the general
circulation of the blood. Harvey Stephen Hales (1677-1761), a successor
^Albert Brest, High Blood Pressure (New York: Lederele Labora¬





of William Harvey proved that flowing blood exerts pressure on the walls
of the blood vessels.
Still later in the course of history, some 117 years after the
pioneering measurements of Stephen Hales, a graduate student in Paris
named Jean Leonard-Marie PoiSeville (1799-1869) was widely recognized
for his work on the mercury hemodynamometer. In his research he illus¬
trated how the blood pressure rises and falls as one breathes in and out,
and that the arteries expand slightly with each heartbeat.
Ethienne Jules Marey (1830-1904) wrote his M.D. thesis on the
Sphygmograph. The sphygmoraph is an instrument that records the rate,
force, and variations of the pulse. From 1859 to 1878 Marey introduced
several kinds of apparatus that used water pressure to cut off the pulse
in the forearm.^
Scipione Riva-Rocc (1863-1937) of Turin reported on the first
medically acceptable sphygmomanometer before the Italian Congress of
Medicine in 1896. This instrument used a rubber cuff that could be
pumped up, and was used to cut off the pulse, thus obtaining the systolic
blood pressure.^
The stethoscope was invented in 1905. It was Nilolai Sergeyevich
Korotkov of the Imperial Military Medical Academy of Saint Petersburg
who introduced this new method which picked up sounds of the pulse.
Research Traditions. Specific research on hypertension itself
included the work of Richard Bright (1789-1858) of Guy's Hospital in




heart and great vessels, and of Sir George Johnson (1818-1896) who
expanded on that research. Ludwig Traube (I8I8-I896) also reported that
cardiac enlargement and increased arterial pulse tension are often found
together. In 1904, Leon Ambard and Eugene Beaujard, two French interns,
reported on their results in the reduction of blood pressure by restrict¬
ing salt intake.^
It should be noted that until recently, American physicians con¬
tributed relatively little to the study of hypertension. However, since
1950 doctors in the United States have been particularly active in the
2
development of effective antihypertension drug treatment.
Although the disease hypertension has a relatively defined history,
the cause of high blood pressure and its different forms are still being
discussed in the medical world today. According to Folke, it is there¬
fore not yet possible to answer all the questions which arise when one
considers the incidence of hypertension in different races and popula¬
tion groups, and especially when individuals of one geographical or racial
3
group move to an environment which is in all respects alien to them.
Folke also concluded that as far as the white race is concerned, it is
considered that urbanization and in particular life in large cities,
exposes individuals to a chronic psychosomatic overloading which is an






Heschen Folke, Translated by Joan Tate, The History and Geography
of Disease (New York: Longman's, Green and Company, 1967), p« 225.
^Ibid., p. 226.
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According to Folke, hypertension in its different forms is quite
rare in Negroes in Africa but common in Negroes in the United States.
Similar findings are reported by Moser.^ Negroes from Liberia have lower
blood pressure, lower than Negroes in other parts of Africa, the West
2
Indies and the U.S.A. Hypertension seems to develop more easily in
different sectors mentioned than in Afro-Americans and whites. Moser
also gives urbanization, and social disorganization, and irreconcil¬
abilities between different racial groups as reasons for a rise in blood
3
pressure.
In looking at the studies that were done in Africa, especially
East Africa, one will find that hypertension is considered a common
problem only in the hospital populations in the different sectors of
East Africa, and is often renal in origin, especially under the age of
45 years.
It was also observed by Shaper, Jones and Kyobe in three nomadic
pastoral tribes in Northern Kenya that there was no increase in blood
pressure with age. They found that one group differs from the other
two in that a significant amount of carbohydrates is eaten, appears to
4
have some prevalence of elevated blood pressure. Also nomadic warriors





A. B. Shaper, J. W. Jones, J. Kyobe, M. Kyobe, S. Kipids,
"Three Nomadic Tribes of Northern Kenya." American Journal of Clini¬
cal Nutrition 13 (1963)5 135.
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diastolic blood pressure after some years in their altered environment.^
In an African village community near Kampala, the average blood
pressure levels recorded resemble closely those found in American whites
2
and English subjects, being lower than those found in American Negroes.
Research Within the United States. Studies done within the United
States have consistently found racial differences in blood pressure and
hypertensive heart disease. Adams, an industrial physician in New
Orleans, presented data from approximately 14,000 white and Negro workers
in the age range I8-65. This study, which was published in 1932, was
the first to illustrate clear differences in blood pressure between
Negro and white segments of the population.
Saunders and Bancroft reported in 1942 the results of a census-
based study of blood pressure of Negroes and whites aged 15 and over
who were residents of the Virgin Islands. They noted large differences
between racial groups at every age, and in searching for an explanation
dismissed mental or emotional stress, since Negroes are in the majority,
4
leading a contented easy-going life.
In Muskogee County, Georgia, research done by Comstock on a sample
of the population of the county revealed that the important differences
^Jeremiah Stamler; Rosa Stamler; and Thedore Pullman, The Epiderio-




J. M. Adams, "Some Racial Difference in Blood Pressure and Mor¬
bidity in Groups of Whites and Colored Workmen," American Journal of
Medical Science 184 (1952): 342.
4
G. M. Saunders and H. Bancroft, "Blood Pressure Studies on Negro
and White Men and Women Living in the Virgin Islands of the United
States," American Heart Journal 23 (1942): 410.
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were racial with Negroes having the higher blood pressure at all ages
except ages 8-14.^
In the Bahama Islands, a study done by Mosier, Johnson and Remington
on Negro and white residents revealed higher blood pressure among Negroes,
together with a rise of blood pressure with age. Similarly, a study of
blood pressure of Negroes and whites living in Evans County, Georgia,
indicated higher blood pressures and more hypertensive heart disease
2
among Negroes than among whites. The Evans County study also revealed
a relationship between blood pressure and age. It was found that the
incidence of hypertension began around the adolescent years, reached its
height around age 35 and ended about age 50. It was also noted that
differences in the practice of treating hypertension, by social class or
occupation, could not account for the racial difference in hypertension,
A study consisting of the combination of sex, race, and residence
revealed that blood pressure does appear to vary within these variables,
which reflects social class position as well as degree of social stress
3
or conditions. The study revealed that Black Low Stress males. White
High Stress females had higher adjusted pressure than White Low Stress
females. This same pattern can also be found within the black females.
A study in North Carolina revealed a direct relationship between
^G, W. Comstock, "An Epidemiologic Study of Blood Pressure Levels
in a Biracial Community in Southern U.S.", American Journal of Hygiene
22 (1953): 65.
2
Jeremiah Stamler; Rose Stamler; and Thedore Pullman, The Epi¬
demiology of Hypertension, p. 304.
3
Earnest Harburg, "Sociological Stressor Areas and Black White
Blood Pressure Detroit," Journal of Chronical Disease 26 (1973): 608.
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the rates of strokes and the rates of social disorganization. It should
be noted that strokes are caused by extreme high blood pressure. The
study showed that as the rates of social disorganization increase, the
rates of strokes increase. Social disorganization for the purpose of
this study was classified as family instability, children living without
both parents, couples never married, couples divorced or separated and
illegitimate births.^
With respect to socioeconomic status, a study of race differences
in hypertension mortality found that regardless of occupation and class,
non-whites have a higher mortality from hypertension than do whites.
For both races laborers have the largest mortality from hypertension,
but non-whites show more variability in mortality over the different
2
occupations and classes than do whites.
Environmental causes are considered to be a major contributing
3
factor to hypertension. According to Cooper, as members of a racial
or ethnic group migrate to a new environment the level of their blood
pressure changes upward. This phenomenon can clearly be seen in Black
African emigrants. The study revealed that the epidemiological findings
which have the most significant correlation with variations in blood
4
pressure are the psychocultural aspects. Psychocultural within this
^W. B. Wesser; H. S. Tyroler; and J. C. Cassel, "Social Disorgani¬
zation and Stroke Mortality in the Black Population of North Carolina,"
American Journal of Epidemiology 93 No. 3 (Johns Hopkins University,
1971): 166.
2
Jan Howard and Barbara L, Holman, "The Effects of Race and Occu¬
pation on Hypertension Mortality," Mil bank Fund Quarterly 48 (July
1970): 263.
^Richard Cooper, "Blacks and Hpertension," Urban Health 6 (1975): 39.
^Ibid.. p. 39.
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study refers to some form of hostility and alienation.
Alienation from one's social structure contributes to hypertension.
Tompkins's study of psychosocial aspects of hypertension focused on the
relationship between hypertension and the inability of the individual to
identify as an optional participant in the society of which he is a
member.^ The study revealed that in our societal structure certain
social norms that have been set in terms of priority ranking which in¬
clude financial worth, education attainment, the use of education in a
2
productive manner. In trying to obtain these standards, many individuals
are confronted with conflicts and crises.
Conflict in identity establishment and frustrations in a quest for
social acceptance are daily experiences for many who are black, poor,
unskilled and unable to meet the priority requirements of society. Under
such conditions individuals are extremely more susceptible to psycho-
3somatic illness which contributes to the development of hypertension.
Dietary habits also contribute to hypertension. The diet within
lower class sectors of society differs greatly from those of the middle
and upper sectors of society. Lower class people are often faced with
financial hardships, thus forcing them to buy food such as pork which
contributes to hypertension. This fact can be supported in a study that
was done by Lewin Stephen. According to Stephen the average diets of
^William Tompkins, "Psycho-Social Aspects of Hypertension,"




black adults consisted of about 46 percent pork, this making them more
1
liable to hypertension.
Methodology. The data analyzed in this study were obtained from
the publications of the National Center for Health Statistics from the
National Health Survey of 1962. These publications provide the most
recent tabulations of the nationwide prevalence of hypertension and
hypertensive heart disease (HHD) by race, sex, age, occupation and
income of employed persons as wel1 as by region of residents and also
farm, nonfarm, urban-rural and metropolitan and non-metropolitan resi¬
dence. The analysis will be concerned with examining the prevalence
patterns of hypertension and HHD by these variables, focusing on the
incidence of definite rather than secondary hypertension and HHD. In
addition, these sources provide data on the prevalence of symptoms of
psychological distress also cross-classified by the same variables.
The analysis will include a description of the prevalence patterns of
the symptoms in the light of these variables. Also the analysis will
include an examination of correspondences between the prevalence pat¬
terns of hypertension and HHD on one hand, and of symptoms of psycho¬
logical distress on the other.
In the sources, the symptoms of psychological distress are defined
as follows:
Nervous breakdowns ......A lay term for any incapacitating
mental disorder or such conditions
requiring hospitalization.
^Lewin Stephen, "Health Care in the Slums," The Nation's Health
43 (1971): 114.
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Nervousness A state In which one responds
readily to effective stimulation
and with excessive or non-
adaptive emotional response.
Inertia Property of the nervous system
where by the physiological effects
lag behind the stimulation.
Insomnia Inability to sleep.
Fainting A partial loss of consciousness,
or a usually brief dizziness
and muscular weakness.
Headaches A diffuse pain in various parts
of the head, not confined to the
area of distribution of any nerve.
Dizziness Is a term used to describe various
peculiar subjective symptoms such
as faintness, giddiness, light¬
headness, or unsteadiness.
Heart Palpitations A rapid pulsation, an abnormally
rapid beating of the heart when
existed by violent exertion.1
Philip Lawrence Harriman,
The Philosophical Library, Inc.,




Table 1 shows the prevalence of hypertension by sex and age. The
data, as in all the following tables, are in the form of percentages.
The observed cases of hypertension have been expressed as percentages
of the total number of sample cases in each cell. These data show that
on the whole, hypertension is more prevalent among women than among men.
In total, hypertension occurred in 16.4 percent of the women and in
14.1 percent of the men. These data also show that for both males and
females, the incidence of hypertension increases with age. However,
under 55 years of age the levels are higher among women than among men.
Furthermore, the difference in levels between wOTen and men is much
larger in the age groups above 55 than in those below 55.
Table 2 shows the prevalence of hypertension by race, sex, and
age. These data show that on the whole, hypertension is more prevalent
among blacks than among whites. In total, hypertension occurred in
26.7 percent of the black males and in 26.6 percent of the black females,
as compared to 12.8 percent of the white males and 15.3 percent of the
white females. Comparing males and females, whereas the overall levels
are the same for black males as for black females, among whites the
overall levels are slightly higher for females than for males. For









25-34 years 4.8 3.1
35-44 years 13.5 8.5
45-54 years 18.3 18.2
55-64 years 22.3 31.2
65-74 years 27.1 47.6
75-79 years 32.4 45.1
Total 14.1 16.4
SOURCE: U.S. Department of Health, Education and Welfare, Vital
and Health Statistics, Series 11, No. 13 "Hypertension and Hypertensive
Heart Disease in Adults, U.S. 1960-62 Table 1.
TABLE 2






18-24 years 1.7 1.9 0.9 3.4
25-34 years 3.6 12.5 2.3 8.6
35-44 years 11.8 26.5 6.2 25.7
45-54 years 16.5 30.9 15.5 41.3
55-64 years 20.2 44.6 30.6 37.9
65-74 years 25.0 52.7 46.6 64.1
75-79 years 30.3 59.8 44.1 69.5
Total 12.8 26.7 15.3 26.6
SOURCE: Ibid., Table 2
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males and females. However, whereas among whites the levels are con¬
sistently higher for males than for females before age 54 and con¬
sistently lower after that, among blacks on the other hand, the levels
are lower for males than for females under age 24, between 45 and 54,
and finally over 65, being higher in the other age ranges.
Table 3 shows that the prevalence of HHD follows closely the same
pattern as that of hypertension by sex and age. These data show that
on the whole HHD is more prevalent among women than among men. The
percentage of HHD for women is 11.6 percent and for men 7.7 percent.
As age increases both in males and females, the chances of having HHD
also increase. Between the ages of 18 and 54, men are slightly more
apt to have HHD than are women. However, between the ages of 55 and
79, women exhibit a clearly higher tendency towards HHD than do men.
TABLE 3
PREVALENCE OF HYPERTENSIVE HEART DISEASE BY SEX AND AGE
Aqe Men Women
18-24 years 0.4 0.2
25-34 years 1.4 1.2
35-44 years 5.2 4.2
45-54 years 9.7 9.5
55-64 years 13.6 21.9
65-74 years 18.9 39.5
75-79 years 24.6 39.1
Total 7.7 11.1
SOURCE: Ibid., Table 3.
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Table 4 follows closely the same pattern as that of Table 2 on
hypertension by race and age. These data show that on the whole, HHD
is more prevalent among blacks than among whites, males as well as fe¬
males. For blacks the total percent for males is 19.1 and for females
it is 22.2, as compared to white males with 6.5 percent and white
females with 9.8 percent. It should be noted that the chances of both
black and white, men and women having HHD are less than the chances of
having hypertension. White females are slightly more apt to have HHD
than are black females. As age increases in both races, the chance of
having HHD increases. Between the ages of 18 and 54, white men show a
greater tendency towards HHD than do black males.
TABLE 4






18-24 years 0.2 1.9 - 1.6
25-34 years 1.1 5.2 0.7 4.7
35-44 years 4.0 15.2 2.7 14.0
45-54 years 7.7 24.4 6.8 31.5
55-64 years 11.7 33.1 19.5 46.4
65-74 years 16.3 50.2 37.5 66.4
75-79 years 24.0 32.3 37.1 69.5
Total 6.5 19.1 9.8 22.2
SOURCE; Ibid., Table 4.
Table 5 shows the prevalence of hypertension and HHD by sex and
residence. These data show that the region with the highest incidence
of hypertension among both men and women is the northeast region.
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However, the highest incidence of HHD for both men and women occurs in
the South. Also the region with the lowest incidence of both hyper¬
tension and HHD among men and women is the West.
These data also show that urban males have a higher incidence
of both hypertension and HHD than rural males. However, rural females
show a higher incidence of both hypertension and HHD than urban females.
Also for both males and females, the giant metropolitan areas have a
higher incidence of hypertension and HHD than other very large metro¬
politan areas. There is a higher incidence of hypertension and HHD within
the other urban areas among males than within other standard metropoli¬
tan statistical areas. The females on the other hand have a higher
incidence of hypertension and HHD occurring within other standard
metropolitan areas than other urban areas.
These data also show that males and females living within the
SMSA—in central city have a higher incidence of hypertension and
HHD than males and females living in the SMSA—outside central city.
However, it should be noted that the highest incidence of both hyper¬
tension and HHD occurs within the urban, not SMSA.
In the rural farm there is a higher prevalence of hypertension
occurring among women and HHD among both women and men than in the
rural non-farm. The rural non-farm have a higher incidence of hyper¬
tension for men than men living in the rural farm.
Table 6 shows the prevalence of hypertension and HHD by race,
sex and socioeconomic status. These data show that for both men and
women, black and white, the highest incidence of hypertension and
HHD occurs in the level of income under $2,000 and where the level of
20
TABLE 5
PREVALENCE OF HYPERTENSION AND HYPERTENSIVE HEART




Region Men Women Men Women
Northeast 15.8 18.2 8.0 11.8
South 15.7 16.3 8.7 12.5
West 11.4 14.4 6.7 9.0
PI ace
Urban 14.3 16.3 7.8 11.0
Rural 13.9 16.5 7.5 11.2
Population-Size Group
Giant Metroplitan areas 14.4 17.1 6.9 12.0
Other very large metro¬
politan areas 13.9 16.8 6.8 10.2
Other standard metropol i-
tan statistical areas 12.4 15.6 6.5 10.9
Other urban areas 13.3 13.5 7.6 9.2
Rural areas 16.8 18.6 10.7 12.5
Place description
SMSA-in central city 14.0 16.9 7.9 12.4
SMSA-outside central city 13.2 16.6 5.9 10.1
Urban, not SMSA 14.0 12.9 7.9 8.4
Rural, farm 15.5 18.3 11.9 12.4
Rural, non-farm 16.0 17.5 9.0 12.2
SOURCE: Ibid., Table 5.
formal education is under five years. The lowest occurrence of hyper¬
tension and HHD for both black and white males occurs between the level
of income of $4,000-$6,999 and HHD between the level of $7,000-$9,999.
For the black female for both hypertension and HHD, the lowest incidence
is found in the level of income of $10,000 and above. Note: Within
21
TABLE 6
PREVALENCE OF HYPERTENSION AND HYPERTENSIVE HEART DISEASE




Socioeconomic Status Men Women Men Women
Income—White
Under $2,000 16.7 30.3 10.9 22.5
$2,000-$3,999 13.9 16.3 6.7 10.7
$4,000-$6,999 12.2 10.3 6.0 6.0
$7,000-$9,999 10.6 11.5 3.2 5.1
$10,000+ 11.6 11.9 7.7 8.1
Unknown 14.6 20.1 7.4 13.0
Education—White
Under 5 years education 26.9 36.5 16.3 25.7
5-8 years education 16.1 26.4 8.7 17.5
9-12 years education 10.1 10.3 4.9 6.1
13+ years education 9.3 9.5 4.7 6.4
Income—Black
Under $2,000 37.1 34.8 30.1 29.7
$2,000-$3,999 21.6 24.7 12.4 15.6
$4,000-$6,999 20.3 19.1 13.8 20.5
$7,000-$9,999 5.4 22.1 5.4 10.8
$10,000+ 26.6 - 26.6 ■ -
Unknown 35.3 16.6 22.5 20.5
Education—Black
Under 5 years education 42.9 46.3 36.2 49.8
5-8 years education 27.8 33.3 20.3 26.8
9-12 years education 18.3 17.1 10.2 11.5
13+ years education 15.5 14.9 8.7 3.2
SOURCE; Ibid., Table 6
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this category, there were no reported incidences of hypertension and
HHD. The lowest incidence of hypertension and HHD for both black men
and women, except for white HHD females, occurs in the education level
of 13 or above years. The lowest incidence of HHD for the white female
occurs in the category of 9-12 years of education.
These data also show that for both races and sexes, the incidences
of hypertension and HHD decrease as income increases up to $9,999» but
rises again at the level of $10,000 and over. Also for both races and
sexes the incidences of hypertension and HHD decrease as educational
level increases.
Table 7 shows the prevalence of hypertension and HHD by sex,
race and marital status. These data show for both races and sexes
that the incidences of both hypertension and HHD are highest among
the widowed. On the other hand, the lowest levels among both races
and sexes occur among those who were never married.
Table 8 shows the prevalence of hypertension and HHD by race,
occupation and sex. With the remaining of the thesis you may find the
following symbols (-*). The symbol (-) means the quantity zero and
the symbol (*) means the figures do not meet the standard reliability
of precision. These data show that for both races and sexes, the high¬
est levels of hypertension and HHD generally occur among the private
household and service workers. However, the highest level of hyper¬
tension among black males occurs among farm and other laborers (except
mine). These data also show that the level of hypertension among white
males occurs within the craftsman, foreman, and kindred workers levels
of occupation. Among black males and white females, the lowest levels
occur in the professional, technical and managerial level of occupation.
23
TABLE 7
PREVALENCE OF HYPERTENSION AND HYPERTENSIVE HEART DISEASE




Marital Status Men Women Men Women
Whi te
Married 13.D 13.0 6.4 7.7
Wi dowed 25.4 35.8 12.6 26.9
Divorced ID.6 12.1 6.6 9.5
Separated 22.6 19.0 6.1 12.6
Never Married 9.1 8.9 5.9 4.8
B1 ack
Married 28.1 27.5 20.6 21.4
Widowed 63.6 46.4 63.6 50.1
Divorced 4d.2 18.3 40.2 8.9
Separated 31.7 17.3 9.6 17.1
Never Married 7.1 10.7 3.1 5.6
SOURCE: Ibid., Table 15-
The black female's lowest level occurs among clerical and sales workers.
With respect to HHD, the lowest incidence among white males occurs
among operatives and kindred workers, and among black males in the pro¬
fessional, technical, and managerial level. The lowest incidence of
HHD for both black and white females occurs among clerical and sales
workers.
Table 9 shows the prevalence of hypertension and HHD by race,
industry and sex. These data show that among white males, hypertension
24
TABLE 8
PREVALENCE OF HYPERTENSION AND HYPERTENSIVE HEART DISEASE




Occupation Men Women Men Women
White
Professional, technical and
Managerial 10.1 8.6 6.2 4.4
Farmers and farm managers 10.9 6.3
Clerical and sales Workers 14.8 9.8 4.4 4.3
Craftsmen, foremen, and
kindred workers 10.0 4.8
Operatives and kindred
workers 10.3 11.7 3.7 ^•5
Private household and
service workers 17.6 16.1 11.1 11.0
Farm and other laborers
(except mine) 14.4 6.9
B1 ack
Professional, technical and
Managerial 14.2 17.8 3.1
Farmers and farm managers 27.0 * 19.5
Clerical and sales workers 4.4 5.8 4.4 -
Craftsmen, foremen, and
kindred workers 16.4 8.7
Operatives and kindred
workers 27.1 15.9 20.8 10.4
Private household and
service workers 27.4 23.9 27.4 20.5
Farm and other laborers
(except mine) 30.1 * 18.7
- Quantity Zero
* Figure does not meet standard of reliability of precision.
SOURCE: Ibid., Table 17.
and HHD incidences are greater in the mining and construction industries
and for the black male agriculture, forestry and fishers industries.
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TABLE 9
PREVALENCE OF HYPERTENSION AND HYPERTENSIVE HEART DISEASE








Agriculture, forestry, fisheries 9.9 15.7 5.9 13.4
Mining and construction 14.6 /V 8.8 k
Manufacturing 9.7 11.0 4.2 3.4
Transportation, communication
and other public utilities 10.6 5.9 ..u
Wholesale and retail trade 13.4 10.5 5.7 4.7
Finance, insurance, and
real estate 12.3 15.8 3.0 6.7
Service and miscellaneous 11.9 10.5 6.0 7.2
Government 12.0 5.4 *
B1 ack
Agriculture, forestry, fisheries 35.9 23.3 27.6 18.9
Mining and construction 31.6 'k 14.4
Manufacturing 26.8 11.3 22.6 4.4
Transportation, communication
and other public utilities 19.8 3.3
Wholesale and retail trade 8.1 32.0 8.1 23.2
Finance, insurance, and
real estate 100.0 100.0
Service and miscellaneous 31.0 19.8 25.0 15.1
Government - k - *
- Ouantity Zero
* Figure does not meet standard of reliability of precision.
SOURCE: Ibid., Table 18.
These data also show that there is a higher incidence of hypertension and
HHD among black women who are engaged in finance, insurance, and real
estate. Also the white female's highest occurrence of hypertension can
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also be found within this level. However, the highest incidence of HHD
occurs in the agriculture, forestry and fisheries areas for white fe¬
males.
The data also show that the lowest incidence of hypertension and
HHD among black males occurs among those in finance, insurance, real
estate and government. Also the white lowest incidence of HHD occurs
within finance, insurance, and real estate. But within the area of
hypertension the white male lowest incidence is found within the area of
manufacturing. The white HHD female lowest incidence can also be found
within this area. The hypertensive white female lowest incidence is
found within the wholesale and retail areas of industry.
Symptoms of Psychological Distress
The following data. Tables 10 through 17 will be concentrating on
the symptoms of psychological distress. These symptoms are in the forms
of nervous breakdowns, nervousness, inertia, insomnia, fainting, head¬
aches, dizziness and heart palpitations.
Table 10 shows the prevalence of reported nervous breakdowns by
sex and age. These data, as also in Tables 11 and 12, are in the form
of percentages, where the observed cases of symptoms of psychological
distress have been expressed as percentages of the total number of
sample cases in each cell. Tables 13 through 17 is expressed as age
adjusted normal deviates. These data show that the incidence of nervous
breakdowns increases with age among both males and females. The inci¬
dence of nervous breakdowns is also higher among women than among men
at all ages, the difference in fact is becoming larger with age.
Table 11 shows the prevalence of nervous breakdowns by race, sex
and age. These data show that the incidence of nervous breakdowns is
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TABLE 10
PREVALENCE OF REPORTED NERVOUS BREAKDOWNS BY SEX AND AGE
Years Men Women
18-24 years 1.4 4.2
25-34 years 2.0 10.1
35-44 years 5.5 12.8
45-54 years 6.7 16.3
55-64 years 9.8 35.8
65-74 years 13.4 33.2
75-79 years
SOURCE: U.S. Department of Health, Education, and Welfare,
Vital and Health Statistics, Series 11, No. 37 "Selected Symptoms of
Psychological Distress, U.S. Table 1.
TABLE 11
PREVALENCE OF REPORTED NERVOUS BREAKDOWNS BY RACE, SEX,
AND AGE
Men Women
Years White Black White Black
18-24 years 1.4 — 0.7 3.5
25-34 years 2.0 - 3.3 6.8
35-44 years 3.7 1.8 4.5 8.1
45-54 years 3.0 3.7 7.1 9.2
55-64 years 5.6 4.2 11.6 24.2
65-74 years 5.2 8.2 9.7 23.5
75-79 years - 12.3
SOURCE: U.S. Department of Health, Education, and Welfare, Vital
and Health Statistics, Series; 11, No. 37 "Selected Symptoms of Psycho-
logical Distress, U.S. Table 2.
higher among blacks than among whites. Note: These data also show
that the incidence of nervousness is greatest in the ages between 65 and
74 for black males and between 55 and 64 for white males.
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Black females exceed white females in the incidence of nervous
breakdowns in all age groups. Furthermore, the difference in levels
increases with age. The incidence of nervous breakdowns is highest
between the ages of 55 and 64 for black females and between 75 and 79
years of age for white females.
Table 12 shows the prevalence of selected symptoms of psychological
distress by race, sex and age. These data show that the incidence of
heart palpitations is higher on the whole among blacks than among whites.
However, for males it is higher among whites than among blacks in the
age groups 18-34 and 45-54. For females it is higher among whites than
among blacks in the age groups 18-24 and 35-44. Black females have
higher levels for the remaining of the age ranges except for 75-79 for
which there were insufficient data to make a comparison.
There is a higher incidence of nervousness in all age groups
among white males and females than among black males and females. There
is a higher incidence of headaches among white males than among black
males, and there is a higher incidence of headaches among black females
than white females. The remaining symptoms of psychological distress
generally show similar patterns of occurrence as headaches except that
white males and females have higher incidences of fainting than do black
males and females.
Table 13 shows the prevalence of selected symptoms of psychological
distress by sex and residence. These data show there is a higher preva¬
lence of symptoms of psychological distress occurring within the southern
region than the northeast and western regions. The northeast region has
a below average for both men and women occurring in nervous breakdowns.
TABLE 12






















18-24 years 46.0 29.9 16.6 22.8 23.3 8.3 19.8 2,3 13.8 8.4 6.5 6.0 3.5 2.3
25-34 years 50.5 25.1 17.3 5.6 17.3 11.9 16.6 12.0 12.9 6.5 3.1 3.6 1.9 -
35-44 years 54.1 37.4 18.4 11.5 21.2 14.6 16.2 13.5 14.0 13.1 5.0 4.4 2.1 2.6
45-54 years 50.2 35.7 16.8 14.4 26.4 31.5 18.3 17.0 15.7 11.4 7.2 9.5 3.5 7.4
55-64 years 39.6 25.5 16.1 22.9 27.2 27.5 17.1 19.9 15.1 19.7 10.7 10.9 7.4 6.1
65-74 years 37.4 26.1 16.3 40.7 36.5 28.6 18.7 7.2 10.8 17.0 11.5 27.5 5.4 18.0
75-79 years 29.4 9.9 Vc 25.5 JU 13.9 * 10.7 11.6 /V 1.6
Women
18-24 years 65.3 38.8 32.4 24.4 28.9 24.9 30.4 18.6 24.0 24.7 8.1 11.6 1.8 0.8
25-34 years 77.6 59.6 35.0 29.5 33.8 36.0 36.0 15.8 30.9 37.8 8.7 16.6 2.8 5.0
35-44 years 78.0 58.1 35.8 32.3 33.6 33.8 31.4 19.4 28.9 32.0 8.1 9.2 4.6 2.7
45-54 years 74.9 55.3 32.4 20.5 43.6 38.4 28.5 16.1 30.0 28.4 9.7 14.1 6.0 8.1
55-64 years 74.7 56.3 28.8 41.7 53.6 55.7 25.6 29.8 26.0 26.5 13.6 22.2 9.2 15.5
65-74 years 63.4 62.4 31.6 38.7 59.2 62.1 29.1 38.6 23.1 38.9 15.9 31.2 10.3 11.9
75-79 years 66.0 * 38.8 50.4 Vv 26.4 * 19.2 /V 14.4 * 15.1 *
SOURCE: Ibid., Tables 4, 5, 6, 10, 11, 12 and 13
TABLE 13




















Northeast -0.50 -0.71 2.22 0.39 2.61 0.95 -1.83 -1.42 -5.82 -3.66 -0.03 -4.90 -3.09 -6.12 -3.22 -2.82
South 2.01 0.96 -0.36 -0.34 -0.33 -1.72 0.81 0.85 1.32 0.90 3.02 3.27 0.88 3.14 1.18 1.16
West -1.51 -1.69 -0.44 5.88 -1.21 0.30 0.45 0.90 2.60 2.08 -1.71 0.18 0.03 0.99 0.68 0.91
Population size group
Giant Metropolitan Area 1.43 -0.74 -2.95 -1.01 1.93 2.02 -1.85 0.65 -2.77 -1.78 -2.03 -2.09 -2.01 -3.28 -2.49 -1.86
Other very large metro¬
politan areas -2.90 -3.77 -0.28 -0.20 0.21 -2.71 -0.03 1 . oo -0.67 1.77 -2.87 -2.39 -2.30 -3.16 -2.88 -4.96
Other standard size
statistical areas -0.61 0.14 0.38 0.48 0.41 -2.53 -1.93 -0.69 -2.30 -0.98 0.23 -2.33 -4.07 -1.60 -1.06 0.06
Other urban areas 1.24 1.50 0.66 0.16 2.04 0.18 0.25 2.20 2.34 0.73 1.83 4.53 0.76 3.05 0.89 0.68
Other rural areas -0.26 1.18 -3.34 0.73 -0.63 1.94 1.46 -1.05 3.17 0.16 1.24 1.18 2.15 4.86 2.53 2.04
Place Description
SMSA in central
city -0.79 0.30 0.49 -1.54 0.24 -1.31 -0.52 -1.63 -3.46 -0.67 -2.72 -2.83 -2.45 -1.81 -0.35 0.38
SMA outside
central city -0.26 -2.09 -0.66 0.97 -2.16 -0.48 -1.96 1.37 -0.60 0.49 -2.73 -1.61 -5.60 -4.63 -5.89 -3.41
Urban, not SMSA 0.51 1.59 1.85 1.54 2.03 1.02 -1.36 -0.38 2.02 0.27 1.41 1.51 1.07 4.51 1.23 -0.74
Rural, farm -2.32 -.0,49 -3.13 -0.95 1.42 2.67 2.38 -0.38 0.39 1.22 2.65 2.92 2.95 4.13 0.79 3.86
Rural, non-farm 0.75 0.58 -0.26 0.25 -0.14 1.10 1.32 0.01 1.62 -0.70 3.82 4.00 1.05 2.56 2.32 3.96
SOURCE: Ibid,, Tables 21 and 22
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insomnia, fainting, headaches, dizziness and heart palpitations. There
is an above average in only nervousness and inertia. The western region
has a below average occurring within both men and women in nervous
breakdowns only. There is a below average occurring in men only in
nervousness, inertia and headaches. Women have an above average in
inertia and headaches. Both men and women have above average of symp¬
toms in insomnia, fainting, dizziness and heart palpitations.
Giant metropolitan areas have a higher incidence of symptoms of
psychological distress for both men and women than other very large
metropolitan areas. Other urban areas have a higher incidence of symp¬
toms for both men and women than other rural areas and other standard
large statistical areas. Other rural areas have a higher incidence
occurring for both men and women than other standard statistical areas.
Urban not SMSA have a higher incidence of symptoms for both men
and women than SMSA in central city and SMSA outside central city. The
SMSA outside central city have a higher incidence of symptoms of psycho¬
logical distress for both men and women than SMSA in central city. There
is a higher occurrence of symptoms of psychological distress occurring
for both men and women within the rural farm than within the rural non¬
farm.
Table 14 shows the prevalence of selected symptoms of psychologi¬
cal distress by race, sex, and socioeconomic status. These data show
that the general trend for both races and sexes are as follows: with a
certain degree of fluxation, as one's income and education increases
usually the level of occurrence of symptoms of psychological distress
decreases.
Table 15 shows the prevalence of selected symptoms of psychological
TABLE 14






















Under $2,000 1.19 0.59 0.43 -0.70 2.93 0.94 2.07 0.79 2.05 -0.76 1.87 3.54 2.94 1.98 2.16 1.20
$2,000-$3,999 1.05 1.90 -2.52 -0.30 0.19 1.20 -0.15 0.42 0.17 0.64 2.73 1.09 1.32 1.42 -0.39 2.20
$4,000-$6,999 -0.12 -0.33 -0.35 0.61 -0.34 -0.16 -1.50 0.35 -1.37 -1.31 0.48 -2.71 0.78 -0.63 0.39 -1.84
$7,000-$9,999 -1.77 -1.09 2.83 0.89 -1.56 -0.99 -0.31 -0.94 0.84 0.27 -1.71 -1.31 -0.52 -1.65 -2.05 -0.53
$10,000+ 0.03 -2.26 1.11 -0.11 -1.75 -0.30 -0.43 -0.72 -0.78 2.04 -2.90 -1.14 -7.72 -1.22 -6.40 -1.29
Education
Under 5 years 0.90 0.97 -1.92 -3.11 0.61 0.66 1.45 -0.28 2.49 0.06 4.34 3.91 3.46 1.66 2.29 1.43
5-8 years 0.60 1.31 -1.63 0.12 0.18 -0.36 -0.02 0.09 -1.83 -1.83 2.41 1.04 0.66 2.26 1.34 1.92
9-12 years -1.02 -1.05 0.27 1.34 0.68 1.05 -1.15 -0.18 -0.16 -0.06 -2.23 0.10 -0.26 -3.37 -0.31 -0.81
13+ years -0.44 -1.78 2.52 -0.43 -0.90 -2.08 0.25 -0.04 1.47 2.09 -2.26 3.00 -5.42 -2.19 -4.44 -1.68
Income—B1ack
Under $2,000 0.80 -0.18 -1.28 -2.57 0.80 0.78 1.52 -2.40 1.55 -2.40 1.67 -0.06 3.10 0.60 1.81 -0.44
$2,000-$3,999 -0.52 1.79 -0.28 1.52 -1.11 1.09 -2.48 1.44 -0.71 0.07 -1.86 0.53 -1.60 -0.63 -1.13 0.40
$4,000-$6,999 0.15 -0.54 0.39 1.98 -0.81 -2.24 0.49 0.04 -1.39 1.07 -0.88 -0.33 -1.92 -0.19 - 0.74
$7,000-$9,999 - - 0.30 0.16 - -3.69 -0.47 -0.40 -0.52 0.90 0.09 -3.72 0.95 -4.43 0.51 -
$10,000+
Education
•• 2.44 2.53 -0.25 0.57 0.75 -0.02 0.43 — 0.39 — — — —
Under 5 years 0.90 0.45 -2.03 -1.09 2.03 1.06 1.36 0.83 0.77 0.11 0.60 2.48 0.13 0.59 0.92 1.21
5-8 years -0.70 1.08 0.11 CM•T -2.01 -1.73 -0.82 0.51 -0.61 -0.04 0.74 0.51 1.38 -0.26 0.20 -0.01
9-12 years -0.43 -0.61 0.84 0.02 -0.54 0.41 -1.14 0.66 -1.40 -0.47 -1.41 -0.68 -2.66 -0.18 -2.13 -0.38
13+ years - -2.11 0.47 3.48 -1.48 -0.42 -0.73 -1.12 0.19 1.15 -1.10 -0.38 0.49 -4.30 - -
SOURCE; Ibid., Tables 15 and 16.
33
distress by race, marital status and sex. These data show that whites
both men and women have a higher incidence of symptoms of psychological
distress occurring within the divorced sector of marital status than
the other categories of marital status. White married males have above
average of nervous breakdowns, inertia, insomnia, and fainting. The
white married females have above average in dizziness only. Both mar¬
ried males and females have above average occurring within nervousness,
headaches, and heart palpitations. There is a below average occurring
within both widowed males and females in nervous breakdowns and fainting.
There is a below average in widowed males occurring in dizziness and for
females within inertia. The remaining symptoms follow roughly along
this same pattern of occurrence.
These data also show that for blacks there is an above average of
symptoms occurring in both males and females within the married sector
of the different categories of marital status. The remaining of the
categories follows closely along the same pattern as that of the symptoms
within white marital status.
Table 16 shows the prevalence of selected symptoms of psychological
distress by race, industry and sex. These data show that whites, both
males and females, have an above average of symptoms of psychological
distress than do blacks in industry. Men show a higher incidence of
symptoms of psychological distress than women. White males are more
apt to have a higher occurrence of inertia, insomnia, headaches, dizzi¬
ness and heart palpitations than white females. White males who are
engaged in service and miscellaneous industries show more of the symp¬
toms of psychological distress than any other industry category.
Black males are more prone to have only heart palpitations than
TABLE 15






















Married -0.76 0.57 0.31 1.05 -0.76 1.00 -1.17 0.60 -0.11 0.26 0.80 0.97 0.24 -0.10 0.02 0.46
Widowed -0.00 -1.05 1.34 -0.51 0.89 -0.47 1.14 0.34 -1.69 -0.14 0.15 0.29 -0.03 1.54 1.63 0.60
Divorced 1.02 0.66 0.52 1.13 1.24 1.40 0.01 0.19 0.35 -0.86 -0.73 -0.55 -3.26 -0.85 0.82 -0.95
Separated 0.15 -0.07 -1.05 0.34 0.48 1.69 0.74 0.86 0.32 -1.57 -0.24 -0.60 1.14 1.17 0.13 0.81
Never married 1.00 -0.86 -1.05 -3.04 0.29 -6.34 1.92 -1.68 0.81 0.09 -1.96 -1.63 -0.79 -2.97 -3.87 -3.43
B1 ack
Married 0.27 -0.47 0.46 0.85 0.07 0.15 -0.17 -0.97 -1.36 -0.31 0.75 0.53 0.30 0.41 0.65 0.17
Widowed 0.63 -0.59 -0.69 -1.00 0.26 -1.01 -0.04 0.26 0.23 -0.02 0.75 -0.08 -0.42 1.23 0.83 -0.54
Divorced - 0.57 0.26 1.41 -1.29 1.05 0.90 2.49 1.60 0.41 - -0.31 -3.66 0.14 0.83 -0.48
Separated -0.64 1.01 0.07 0.24 0.98 0.42 0.05 0.06 -0.11 0.31 -0.62 -1.29 0.66 0.90 -0.51 0.59
Never married - 0.19 -0.86 -1.74 0.44 1.04 -1.11 0.06 0.51 0.31 -1.63 -1.29 -2.97 0.90 -3.43 0.59
SOURCE: Ibid., Table 17
TABLE 16






















and fisheries -1.25 0.59 -1.98 oo. 1.81 1.31 3.26 1.14 -0.33 0.45 1.86 1.23 1.13 1.06 0.51 0.14
Mining and Construc¬
tion 0.25 0.95 -1.19 1.71 0.20 -0.48 -0.21 0.38 2.01 -0.59 1.33 0.46 0.35 -0.73 0.15
Manufacturing -1.19 -0.07 0.20 -0.79 -0.43 0.99 -1.42 -0.52 -1.20 -1.32 0.25 0.26 -0.56 0.08 -0.15 -0.25
Transportation, Conrnuni-
cation and other pub-
1ic utilities 0.19 -0.76 0.08 -1.13 0.96 0.06 -0.24 -0.76 -0.49 0.65 0.27 0.36 -0.15 0.81
Wholesale and retail
trade 0.67 0.22 0.86 1.63 0.83 0.16 -0.78 2.70 0.84 0.19 -2.68 -0.13 -1.07 0.54 -2.34 -0.14
Finance, insurance and
real estate 0.54 o•o 1.09 -0.82 -0.16 -0.89 -1.05 -1.57 0.17 0.90 -0.76 0.20 -2.16 -0.07 0.40
Service and Miscel-
1aneous -0.20 -0.67 1.02 -1.28 -0.45 -1.74 2.17 -0.56 -0.34 0.50 -0.26 -0.32 0.78 -0.07 0.85 0.26
Government 0.68 0.88 0.44 2.58 -1.27 -0.56 -1.55 -0.61 -1.52 -0.24 -1.65 -1.11 0.03 -1.31 1.19 -
B1 ack
Agriculture, forestry,
and fisheries 1.31 0.79 1.02 -2.72 2.04 -0.08 2.23 -0.33 0.60 -0.16 2.34 -0.32 2.13 2.46 0.49 -1.08
Mining and Construc¬
tion -0.73 0.20 -0.16 -0.27 0.70 1.61 -1.98 -0.33 -0.75 -0.13
Manufacturing 0.17 - -0.46 0.02 -0.07 -2.01 0.13 0.25 -1.86 -0.79 0.75 -1.92 -0.53 - -0.09 -
Transportation, Communi¬
cation and other pub¬
lic utilities 1.23 0.43 -0.44 -0.40 -0.02 0.73 -0.16 0.45
Whllesale and retail
trade 0.05 -1.31 -0.80 -1.27 -1.07 -0.26 -0.95 -0.39 0.58 -0.92 0.36 -1.14 -1.15 -0.56 0.10 -0.97
Finance, insurance and
real estate -0.16 0.56
Service and Mi seel-
1aneous 0.30 0.35 0.10 0.95 0.16 0.45 -1.08 0.61 -4.51 0.19 -0.86 2.12 0.20 -0.04 -0.22 0.06
Government 0.77 - 1.84 -0.08 0.48 - 0.51 - -0.44 1.01 -0.10 0.41 - 0.34 - 1.36
SOURCE: Ibid., Table 20
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black females. Black males who are engaged within the industry of
agriculture, forestry and fisheries show more of the symptoms of psy¬
chological distress than any other industry level. Blacks, both male
and female, show very little symptoms of psychological distress within
the industry of finance, insurance and real estate.
Table 17 shows the prevalence of selected symptoms of psycho¬
logical distress by race, occupation and sex. These data show that
white females have an above average level of symptoms of psychological
distress than do black females engaged in various occupations. Black
males have a higher occurrence of symptoms of psychological distress
than white men engaged in various occupations. As a whole, men show a
higher incidence of symptoms of psychological distress than white men
engaged in various occupations. As a whole, men show a higher incidence
of symptoms of psychological distress than women. White males engaged
in clerical, saleswork, crafts, kindred work and foremen occupations
show a higher incidence of symptoms of psychological distress. Black
males engaged within the level of occupations consisting of farmers and
farm managers tend to show a higher occurrence of symptoms of psycho¬
logical distress than any in other occupation.
The remaining of the data analysis will consist of tabulating
the correlations between hypertension, HHD and the symptoms of psycho¬
logical distress.
Table 18 shows the correlations between hypertension, HHD and
symptoms of psychological distress. These data show that there exists
a high correlation between the incidence of symptoms of psychological
distress to hypertension and HHD. The highest correlation within males
exists between HHD and symptoms of psychological distress. Thus, a male
TABLE 17






















and managerial -2.11 -2.18 2.52 -1.39 -1.32 -2i51 1.10 -0.90 0.71 0.92 -4.74 -2.00 -1.88 0.76 -6.40 -0.34
Farmers and farm
managers -0.93 0.64 -1.08 2.55 1.86 2.44 2.78 1.68 -0.19 0.47 1.88 2.78 1.24 2.10 0.22 0.46
Clerical and sales
workers 0.76 0.78 2.80 1.61 0.79 0.25 2.37 -0.41 0.58 0.20 -0.71 -2.73 -0.53 -1.96 -2.15 -0.74
Craftsmen, foremen and
kindred workers 0.52 0.40 1.00 2.06 0.87 0.37 0.82 -0.34 1.07 1.41 -0.15 0.18 -1.06 1.21 0.77
Operatives and kindred
workers 0.06 0.49 2.93 -0.97 -1.75 0.91 -2.24 -0.30 -1.62 -2.77 1.15 1.56 0.22 -0.35 -1.05 -1.33
Private household and
service workers -0.44 0.10 -1.43 0.01 -0.68 0.80 0.25 0.91 0.67 -0.14 0.21 1.87 -0.42 1.26 1.59 1.64
Farm and other 1abor-
ers (except mine) 0.44 - -2.10 -0.61 -0.38 1.54 0.75 0.99 0.93 0.44 0.40 1.08 1.82 -1.63 0.74 -0.13
B1 ack
Professional, technical
and managerial -0.97 1.06 1.53 -0.15 -1.32 -0.24 — -0.34 -0.70 -0.61 —
Farmers and farm
managers 1.81 0.30 -0.46 0.15 2.60 0.10 0.67 -0.40 1.11 2.08 -0.50 1.69 0.37 — —
Clerical and sales
workers 1.35 0.14 1.10 0.60 0.63 0.56 0.50 -0.79 -1.91 -1.19 0.48
Craftsmen, formen and
kindred workers •• 0.62 -1.94 -0.59 0.58 0.43 -1.05 -0.09 0.26
Operatives and kindred
workers 0.19 -0.37 0.18 -0.09 -1.89 -1.15 -0.08 -0.86 -1.12 -0.18 -0.61 -1.94 -0.19 0.61 0.36
Private household and
service workers -0.29 0.30 -1.14 -0.55 0.01 0.40 -0.64 0.31 0.13 0.33 1.09 1.69 0.24 -0.50 -0.23 0.92
Farm and other labor¬
ers (except mine) -0.27 0.78 -1.15 -2.30 0.63 -0.24 0.89 -0.24 0.91 -0.01 0.13 0.20 0.28 1.36 0.50 -0.82
SOURCE; Ibid., Table 19
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having HMD has a high prevalence of symptoms of psychological distress
than males having hypertension. Within the females, the highest corre¬
lation exists between symptoms of psychological distress and hyperten¬
sion. Thus, females having hypertension have a high prevalence of symp¬
toms of psychological distress than females having HMD.
TABLE 18













and Symptoms .9559 .9166 .9333 .9277 .9085 .8029
Hypertensive Heart
Disease and
Symptoms .9930 .8985 .9905 .8968 .8553 .9250
SOURCE: Derived from Tables 1, 2, 3, 4, 10, 11, 12.
The white males' highest correlation occurs between hypertension
and symptoms of psychological distress, wherein the black males the
highest correlation occurs between HHD and symptoms of psychological
distress. Thus, white males having hypertension have a higher incidence
of symptoms of psychological distress than white males having HHD. Black
males having HHD have a higher incidence of symptoms of psychological
distress than black males having hypertension. This exact same pattern
occurring between the correlations of hypertension and HHD within the
white and black males also occurs within white and black females.
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In essence, there is a higher correlation existing within blacks
between HHD and symptoms of psychological distress than hypertension.
For whites, there is a higher correlation existing between hypertension
and symptoms of psychological distress than HHD.
CHAPTER IV
SUMMARY AND CONCLUSION
This thesis reports on the occurrences of hypertension, hyperten¬
sive heart disease, and selected symptoms of psychological distress.
The data analyzed in this study were obtained from the publications of
the National Center for Health Statistics from the National Health Survey
of 1962. These publications provide the most recent tabulations of the
nationwide prevalence of hypertension, hypertensive heart disease and
symptoms of psychological distress.
The study consisted of a description type of analysis wherein
the data analyzed were obtained from the National Health Survey. Also
the study consisted of tabulating the correlations between hypertension,
hypertensive heart disease, and symptoms of psychological distress. On
the basis of the data analyzed, the following results were obtained:
Summary of the Findings
The major findings of the study are as follows:
1. Blacks have higher levels of hypertension, hypertensive
heart disease and symptoms of psychological distress than
do whites.
2. For both races, the rates of hypertension, hypertensive
heart disease and symptoms of psychological distress are
greater among women than among men.
3. As age increases in both races and sexes, the incidence
of hypertension, hypertensive heart disease and symptoms
of psychological distress also increases.
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4. For both races and sexes, the occurrences of hypertension,
hypertensive heart disease, and symptoms of psychological
distress are highest at incomes under $2,000.
5. For both races and sexes, the frequency of hypertension,
hypertensive heart disease, and symptoms of psychological
distress is highest among the level of education under
five years.
6. The occurrence of hypertension and hypertensive heart
disease is higher among blacks than among whites and the
incidence of occurrences is about the same relative to
the symptoms of psychological distress. However, there
is a higher occurrence in general among the widowed cate¬
gory of marital status in both races and sexes.
7. There is a higher prevalence of hypertension and hyperten¬
sive heart disease occurring among women in all three regions.
Northeastern, Southern, and Western regions. Within the
symptoms of psychological distress we find the opposite oc¬
curring, whereby the men have the highest incidence occurring
within these regions.
8. There tends to be a higher percentage of hypertension, hyper¬
tensive heart disease and symptoms of psychological distress
in the rural areas than in metropolitan or other urban areas.
9. For hypertension and hypertensive heart disease, black females
and white males on the average tend to show a higher prevalence
with the various occupational categories. For symptoms of
psychological distress within the different occupational
categories, white females and black males tend to show a
higher prevalence.
10. Within the different forms of industries, blackson the average
tend to have a higher occurrence of hypertension and hyper¬
tensive heart disease than whites. However, within the
symptoms of psychological distress among the different forms
of industries, whites have a higher prevalence of these
symptoms than blacks. .
11. There exists a high correlation between hypertension and
HHD and symptoms of psychological distress.
12. Men have a higher correlation occurring between HHD and
symptoms of psychological distress than hypertension.
Women on the other hand have a higher correlation between
hypertension and symptoms of psychological distress.
13. Blacks show a higher correlation between HHD and symptoms
of psychological distress than hypertension.
14. Whites show a higher correlation between hypertension and
symptoms of psychological distress than HHD.
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Conciusions
In essence the main finding of interest is that blacks consistently
show higher rates of hypertension, hypertensive heart disease and symp¬
toms of psychological distress than do whites. In addition, the research
also revealed that the patterns of occurrence of symptoms of psychological
distress for the most part parallel the patterns of occurrence of hyper¬
tension and HHD. Thus, there are high correlations between the incidence
of hypertension and HHD on one hand, and the incidence of symptoms of
psychological distress on the other. For both blacks and whites there
is a higher incidence of hypertension than of HHD. However, the corre¬
lations with symptoms of psychological distress are higher for hyper¬
tension among whites, but higher for hypertensive heart disease among
blacks.
On the basis of these findings future research is still needed
within this study. Since the study revealed that there are similar
patterns existing between hypertension, hypertensive heart disease and
symptoms of psychological distress, future research is needed to see just
how significant these patterns are on the causation of hypertension and
hypertensive heart disease.
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